I am honoured to have been invited to deliver the academic lecture of the Canadian Psychiatric Association. It is of particular significance to me as a former Canadian to have this opportunity to address vou.
The acceptance of the invitation presented me with a rather difficult task, namely the selection of a topic. Canadian and American psychiatry for the most part have a common matrix; however, there are sufficient differences which might result in the choice of a topic that does not have the same interest to you as it might have to us in the United States.
In reviewing the situation I decided that a common topic would be the role of psychiatry in medical education. The focus I had in mind goes beyond the education of those medical students who would eventually choose to become psychiatrists. It deals rather with the role and function of psychiatry in relation to the physician without regard to his area of future functioning.
Does psychiatry have a basic role in the education of the medical student? Is this role primarily a clinical one or does it include psychiatry as a 'basic science' which should pervade all aspects of the curriculum? Tome the latter is true.
You all know that there is a great deal of ferment in relation to the whole problem of medical education. Books, pamphlets, monographs, articles and conferences in the last fifteen years or so have been devoted to these problems.°P There is a great deal of dissatisfaction with medical education. There seems to be very little question as to our ability to teach and the ability of the medical student to absorb the so called pre-clinical sciences and the techniques and modalities inherent in the practice of medicine. The knowledge of what enters into the patient-physician relationship and the role of this in medical practice involves both the science and the art of the practice of medicine.
A primary question is what kind of education is necessary to give the physician all the knowledge and attitudes that are essential for him to practise both this science and this art. Obviously, this education in psychiatry cannot begin for the first time after graduation with a medical degree. It certainly belongs as part of his undergraduate medical curriculum, if not earlier.
Every individual is the product of many complex forces and is an ecologic unit molded by his heredity, personal history and environment. All of these contribute to his total functioning in health and disease. The theoretical frame of reference of personality structure and functioning is of the utmost importance for an individual who works with people, particularly if he is a physician.
A department of psychiatry in a medical school isolated from other departments functionally, no matter how many hours it devotes to didactic and clinical teaching of psychiatry, usually fails to impart to the medical student the necessary knowledge and attitudes which make for the complete physician. The essence of the learning process is the eventual automatic functioning of that which is learned. The role of the psyche as an integrating force within the indi-vidual makes it essential that this role be understood within the limits of our knowledge of all aspects of the functioning of the individual. It becomes important then that psychiatry as psychophysiology and psychobiology be demonstrated, not only by the psychiatrist as an isolated member of a teaching faculty, but also by the physiologist, pharmacologist, biochemist, internist, orthopedist and in fact every teacher of basic science and every clinician with whom the student comes into contact.
If it were practical the department of psychiatry might profitably spend most of its teaching time with the other members of the faculty rather than with the students. It may" seem paradoxical, in view of the increased demands for the students' time made by departments of psychiatry in medical schools, to state that the department should have a minimal but sufficient amount of time with the student to teach him some of its theoretical background and to demonstrate clinical syndromes. The student as a future physician will best be qualified if his teaching of the basic science of psychiatry comes from the knowledgeable clinician, be he internist or surgeon, who uses both precept and example and who could thus become a figure for identification. This would make for the automatic inclusion of the psychological and emotional factors as data to be gathered and reacted to in the diagnosis and treatment of a patient (15) .
As Dr. David Stafford-Clark has said so well and I quote: "Modern psychiatry has an indispensable contribution to make to the relief of suffering; in fact, the essential link between psychiatry, general medicine, surgery and obstetrics lies in the ultimate impossibility of treating states of mind apart from the states of body, or states of body apart from states of mind. If psychiatry had made no greater contribution to the balance and equilibrium of the general medical curriculum than to endorse and emphasize this single fact, its contribution would still be invaluable, for it has all too often been the assumption in the past that, while bodily states have to be exhaustively observed and meticulously studied, mental states can be either taken for granted or dismissed as irrelevant in the training of the doctor" (29) .
Ultimately, it is true that all of us speak fundamentally out of our own experience and therefore a brief review of mine might be of some significance. In the forty-three years since my graduation from McGill I have participated in teaching programs for undergraduates as well as for graduates at the residency level of training and also for postgraduates. All of these have followed the same goals but the spectrum is of importance. It has given me an opportunity to see how psychiatry influences the medical student, what 'the education and teaching of the resident in a psychiatric program accomplishes and in a sense what the difficulties are at the level of postgraduate teaching needs for the non-psychiatric physician. In addition to this, as part of my function at the Mount Sinai Hospital, I have been a member and sometimes chairman of our Hospital's Committee on Medical Education for a good many years. This involves, among other things, screening and interviewing intern candidates for the Hospital as a whole. Through our Liaison Service in the Department of Psychiatry I have had an opportunity to test out and become familiar with the attitude toward psychiatry of the residents on other services. I wish that I could state that on the whole their knowledge was adequate and the attitude neutral if not friendly. Unfortunately, whereas such attitudes were present in some of the interns and residents, the spectrum runs from frank and open hostility to complete disinterest. Since the house staff at Mount Sinai Hospital come from almost every medical school in the United States and from some in Canada, this then is not a phenomenon that is restricted to a particular group of schools and their departments of psychiatry, but seems fairly widespread.
Various studies by other observers reveal similar findings. F or example, Bruhn and Parsons surveyed students and found that college students viewed psychiatry more positively than did preclinical medical students. Medicine and surgery residents both had negative images of psychiatry and so had the medical faculty (4). Walton, Drewery and Carstairs comment on the educational experiments undertaken by psychiatrists to foster a 'comprehensive' medical orientation in students. However, psychiatrists and psychiatry have not been unequivocally acceptable to medical students. Students rarely choose psychiatrists as career role models. They tend to rank psychiatry low among the branches of medicine, and their teachers do likewise: in a study of fifteen representative United States medical schools only dermatology was found to rank lower in prestige. In Britain only one per cent of clinical students at one school appeared to be interested in a psychiatric career. "A survey of 2,234 students in five British medical schools indicates seven per cent of students entertain a career preference for psychiatry" (36) .
There is an interesting article entitled, "Unrest on the Medical Campus" (34). Although it does not deal with psychiatry as such it does tell us something about the students' attitudes and tangentially involves the role of psychiatry in the curriculum.
The respondents have a great deal to say about the first two non-clinical years of medical school. A Washington University student asks, "How can you learn to be a doctor from someone who knows nothing about patient care?" And a Houston sophomore cracks, "I'll know how to take good care of the first frog that walks into my office." Another student notes, "They are fighting to retain an idealism that traditionally flags as the young men and women move from the non-cynical freshman and sophomore veal's to the 'cynical' junior and senior 'ears" (35). The article further highlights the great current interest of medical students in the community and community affairs and the desire of the student to become an active participant in these areas. The emphasis has been on two aspects of psychiatry in relation to undergraduate medical education. One aspect indicates psychiatry as a specialty in the field of medicine. The other aspect is even more significant and that is essentially analogized as a basic science which is a necessary component of the total ultimate fields of endeavour. It seems to me that psychiatry has not done very well in this area.
Perhaps a statement of a recent graduate epitomizes this, "During psychiatric training students accumulated a great deal of knowledge and understanding of the psychiatric patient. However, once removed from that ward, it was as though they had had no training whatsoever in dealing with emotional difficulties. This also occurred during internship. Psychiatry thus became compartmentalized, something interesting and useful for passing exams but not applicable to everyday medical practices" (31) .
I have noted the fact, and have checked it with members of the hospital staff who serve as liaison psychiatrists in all wards of our hospital, that of all the subjects to which the intern has been exposed as a medical student he shows the greatest ignorance in the field of psychiatry. He may know the lyrics but he cannot carry the tune. Since these interns come from a wide variety of medical schools this of necessity has raised some questions in the writer's mind; for example, are psychiatrists poor teachers? Several psychoanalysts have thought about and written on the subject of some of the unconscious factors which determine the selection of medicine as a profession. Nunberg (24) emphasized the role of doctor games in childhood; the fact that these games follow an illness of the child himself or some person in his environment, there is a need to repeat these traumatic experiences over and over again and the compulsive repetition in some way serves to master the traumatic experience. In many of these games there is an alternation between playing the role of the doctor and the patient. Another factor which plays a role is that of examining, which gives an opportunity to the child viewing and being viewed. Sexual curiosity is important to the child and the game provides an opportunity to gratify this. There may be in the actual function of the physician, an identification with the patient in relation to various procedures. Illness is due to magic and healing is counter-magic. With these unconscious sources which led to the selection of medicine as a profession one might profitably take a look at the medical student and try to evaluate the whole process of education for medicine.
In recent years the medical student as such has been surveyed, discussed, probed and, in line with Lewin's paper on "Counter Transference in the Technique of Medical Practice" (21) , has been dissected. At the level at which these discussions have taken place some interesting data have been brought to light. Schlageter and Rosenthal (28) in an article entitled, "What Are Normal Medical Students Like?" conducted an enquiry on a relatively small group of twenty first year students and found that repression and isolation were two of the major mechanisms used by them. Eron (8) in 'The Effect of Medical Education on Attitudes," found rather interestingly that whereas first year law students were more cynical thin first year medical students, by the fourth year the medical students became more cynical than the law students. Another interesting finding is the amount of anxiety which is developed by the medical student and the relationship of this anxiety to how well the student does in clinical medicine. Those with less anxiety seem to do better in this area; as do, however, the medical students who develop less humanitarian-ism. There may be some relationship between a high incidence of anxiety and high cynicism scores. There have been many attempts made to do something about the attitude of the physician to his patient; and there have been many discussions of patient-physician relationship and of the need to take account of sociological and economic factors in evaluating and dealing with patients. Clinics have been set up which are called comprehensive medical clinics; studies have been made as to the impact of these clinics on teaching exercises; and interestingly enough it was found in one study, "Medical School and the Changing Times" (20) , that whereas the medical student assigned to a comprehensive medical clinic was willing to accept the importance of psychological factors in patients as a concept, this did very little for him in relation to any specific patient.
As Hirsch, who is critical of the psychiatric education of undergraduate medical students, points out, "If the concepts appear vague, obscure, contradictory, fanciful, overly inclusive, or excessively threatening, they often provoke a variety of reactions detrimental to the learning process. Students may feel that the subject is so bewildering and inconsistent that only the psychiatrist really understands it or he is grandiose, offering obscure explanations for complex conditions about which he lacks the knowledge to understand" (15) .
On the basis of a questionnaire response from 110 physicians, Castelnuvo-Tedesco (5) reports that t"venty per cent considered psychiatry the poorest taught and nineteen per cent the least learned subject, with a poorer rating assigned only to surgery and the surgical special-tie~. Only three per cent considered psychiatry the best taught subject. Fortythree per cent thought the teaching of psychiatry had been either poor or indifferent' and thirty-seven per cent had been indifferent to, or had disliked psychiatry. Forty-nine per cent felt that they had not learned as much psychiatry as they would need to practise medicine, and twenty-five per cent had never treated a patient with psychotherapy. Apparently, for a sizeable number of medical students their experience with psychiatry is not very rewarding; approximately one-third give an antipsychiatric or non-psychiatric response.
Herbert M. Gant headlines in the Psychiatric News, "Department Heads Cite Low Prestige As Detrimental to Psychiatric Teaching" (13) . This is appropos of the Castelnuvo-Tedesco study. Fifty-three professors generally disagreed with the implication of the study and even challenged these findings. "Generally the heads of psychiatry departments feel that roughly one-third are nominally interested and the remainder are either apathetic or hostile. A frequently cited problem is psychiatry departments' lack of prestige with other departments. The attitudes of medical faculties toward psychiatry, though improved recently, are by no means ideal, and clearly affect students' attitudes" says Dr. Jacques Gottlieb of Wayne State University ( 1 4 ) . ' .
Tucker and Reinhart (32) questioned 219 physicians who were at the Naval Aerospace Medical Institute in Pensacola, Florida, and studied their attitudes toward psychiatry. This paper indicated that we apparently have convinced most medical students that psychiatry is a major and respected branch of scientific medicine. We have :l:ls? imparted the feeling that most phy-SICIans can treat psychiatric patients. However this intellectual appreciation stands in marked contra-distinction to the anxiety that these same physicians express over their contacts with the patients themselves. This is not to negate the importance of basic science knowledge but to emphasize that it must be related to the clinical work, particularly for medical students. The current vogue in psychiatric undergraduate training with emphasis on multidisciplinary teaching by biochemists, sociologists, physiologists, anthropologists, etc., may be more of a self-conscious attempt among our medical colleagues to achieve a desired 'scientific' status, which already seems to be present. The emphasis on such basic science disciplines can often serve on the part of the physician or the physician-in-training as a source of further distancing manoeuvres from patients. Mathis indicates that "whereas students had little difficulty in identifying surgeons, gynecologists and internists as bona fide doctors and human beings this was not true of the psychiatrist" (23) . One might go on and pile quote upon quote which would indicate this lack of respect and appreciation by our colleagues including medical students. It is only fair that we ask ourselves why this is so.
Meanwhile bear in mind a comment of John Romano based on his observations of teaching psychiatry to undergraduate medical students, namely, "We are seeing the beginnings of systematic approaches to man's mind, his emotions, and his relations with others. As at all beginnings, there is much fumbling and confusion, exaggerated promises and premature structuring of concepts. But we should not be discouraged by these phases of growth" (27) .
During the late 1930's we had a team composed of an internist, a psychiatrist and an exponent of psychosomatic medicine who participated in a teaching program at the Beth Israel Hospital in Boston. This paper drew attention to the fact that "... one of the most difficult aspects of the whole problem of teaching in this field is the physician's own attitude toward emotional problems in his patient. Numerous criticisms apparently levelled either at teaching methods or points of view are in reality rationalizations to avoid facing painful subjects. Since such rationalizations involve an emotional rather than an objective point of view they are most difficult to counter. The fault iies not only with the individual physician and his emotional problem but with the type of medical training which he has received. The physician has been trained to look upon death and suffering professionally. Unfortunately this objective attitude fails when the emotional problems of the patient parallel his own.
"Allowing for the natural variations in psychological aptitude of the individual student and in spite of the difficulties enumerated above, it was possible through an intensive and persistent program of teaching based on the concepts outlined (in the quoted paper) to familiarize the student with basic principles of psychosomatic medicine. The intimate interactions between psychological and somatic factors in the psychosomatic unit were grasped. Students were able to evaluate the various components essential in understanding both the patient and his disease to a gratifying degree; to evaluate the current conflicts; to relate this latter in dynamic terms to the old conflicts and personality patterns; to give proper weight to the secondary gain involved in the illness; to see the personality in perspective in terms of its structure; to evaluate, on the basis of positive evidence, the psychoneurotic symptomatology; to elicit pertinent data without descending to aimless hit or miss questioning; to maintain an objective, neutral attitude toward the patient's emotional problems; to guard against the projection of the examiner's own conflict; to evaluate as a totality the individual who is ill rather than to emphasize the system which shows pathology; and to evaluate the therapeutic possibilities in terms of the needs and potentialities of the patient, rather than to rely upon the vague and imponderable 'personality of the doctor'" (6). "Psychiatric teaching, by the nature of its case material, must deal with social, cultural and environmental considerations. It therefore provides excellent opportunity for the medical student to have working contacts with related disciplines -nursing, social work, psychol-0gy, sociology -and with personnel in other fields such as visiting teachers, visiting nurses and the clergy. Teachers of psychiatry in emphasizing the consideration of psychological factors should not base that emphasis on a devaluation of the contributions of bacteriology, cellular pathology, etc. In medical education students need help in integrating diverse medical concepts. For example, the concept that cellular pathological changes lead to clinical symptomatology is not contradictory to the concept that emotional conflict may lead to clinical symptomatology; but a working grasp ot such diverse principles in a balanced perspective requires well-balanced teaching. The learning of the psychiatric contributions to medicine involves a process of slow assimilation of material that has difficulties and subtleties, and involves not only intellectual understanding but also emotional processes (mobilization of anxiety, empathy with patients, growth in maturity of the student, etc.}; therefore, the teaching should be spread over the four years of the medical course, with a variety of teaching sessions" (26).
Kety, a biologist whose major area is biochemistry, has emphasized that many disciplines contribute to the understanding of human behaviour each with peculiar virtues and limitations. His paper (19) has become something of a classic in the brief time since its publication and is cited here primarily because it points up the perplexities in the field of psychiatry. A tremendous amount of emphasis is being placed on the need for a perfect kind of preparation for the prospective medical student. In addition to the emphasis on the so-called physical sciences, some attempt is being made at the incorporation of the behavioural or human sciences. Emphasis is placed on sociology, anthropology, psychology and medical economics to serve the purposes of producing a physician who is more broadly based and who is 'more humane, compassionate and aware.' The deficiency therefore seems to centre around the area which psychiatry, both as a basic and clinical discipline in medicine, takes as its own. One of the results of the questioning and the recognized need for an important role for psychiatry seems to be the increase in the number of curriculum hours. The various estimates of these hours have been given. One estimate has been that at least ten per cent of the 4,OOO-hour curriculum should be elevoted to psychiatry. Attempts at integration, correlated teaching, subject committee teaching have all been tried or are in the process of being tried and vet the dissatisfaction remains.
In George Packer Berry's Presidential Address (2) to the Association of American Medical Colleges, he referred to "provocative experiments aimed at making revisions in our teaching programs which are consistent with a growing knowledge of the whole patient rather than just part of the patient." Some variations of this hoped for process is an element in practically every discussion of medical education that has occurred in recent years. Sociologists, cultural anthropologists, psychologists, economists, the behavioural sciences and other humanities are called upon to supply what seems to be the great lack in the graduating physician.
The emphasis is there. The problem is how does one implement it and this leads to a series of problems which go to the heart of the process inherent in becoming a physician. Exhortative statements like this recent one of F. Marian Bishop that "the medical educators must somehow impress the medical student with the importance of obtaining information about the 'person' who is his patient," call attention to the problem (3).
Robert Strauss of the University of Kentucky Medical School which provides strong support for its Department of Behavioural Sciences states that, "A major planning goal from the point of view of the student was to afford an opportunity for each young man or woman engaged in the study of medicine to emerge proficient in the sciences and technology of medicine but also as a reasonablv mature adult with characteristics of 'integrity, compassion, personal and social responsibility and the ability to exercise initiative and good judgment.
A majority of the medical schools in the United States and Canada now include some behavioural science content in their curricula. However, there are no distinct patterns with respect to concept included, the context in which behavioural science is presented or the organizational pattern whereby behavioural scientists are related to medical faculties. Some schools merely provide a few isolated lectures on behavioural science topics delivered by non-behavioural scientists" (30) . In many ways the behavioural scientists, the sociologists, economists and to a certain extent, social psychologists, deal with groups of people rather than with individuals, and it is only psychiatry as a medical discipline which operationally deals with patients in their total situations.
Funkenstein of Harvard has made the interesting point that there are presently three types of students in the Harvard Medical School; the student-scientist, primarily oriented to science and research, the student-clinician whose primary interest is working with people and in applying the basic sciences applicable to the diagnosis and treatment, the student-psychiatrist who is primarily interested in introspection as a means of understanding human behaviour. These are interested in working with people, but mainly to understand the psychological nature of patients' problems. In this way they wish to be of service to people. Far down in the hierarchy of their value system is science (11) .
Western Reserve has become the classic pioneer of curriculum revision. Their faculty committee composed of pre-clinical and clinical scientists is responsible for teaching organ systems. This form of teaching does not eliminate the need for integration but can be best CANADIAN PSYCHL<\TRIC ASSOCIATION JOURNAL Vol. 13, No.5 carried out at the bedside of the patient by the well trained internist with a foundation in basic medical sciences (22) .
An increasing number of studentclinicians seem to enter medical school planning to practise medicine by using science pragmatically but then decide to go into psychiatry. As a result of their medical school experience they see no other way to carry out their plans. These students see medicine in teaching hospitals as over-weighted with science and devoid of the human clement (12) .
Conceptually, owing to many factors, modern medicine has become dehumanized. One of the classics in relation to medical education is the famous Flexner Report (10) . Re-reading it gives one a feeling of deja vu. Some of the problems which were of great importance in the early 1900's are still with us. The report caused a complete re-evaluation of our concepts of medical education, doing away with most of the proprietary schools. It raised the teaching and practice of medicine to a new, significant status. It stressed the need for laboratories although it specifically expressed their relation to clinical medicine in these words: "Nor will laboratory and clinical ends make a genuine whole unless they have throughout a speaking acquaintance with each other." It does seem, in many instances, to be a nodding acquaintance only. Instrumentation. and laboratory tests too often replace the patient-physician relationship; indeed, there is even talk of diagnosis by computers. In the long run a much needed integration between basic science and clinical practice has become instead a dissociation (16) .
A recent series of what might be called position papers have been published in conjunction with the founding of the new Mount Sinai School of Medicine which discuss limitations and trends in contemporary medical practice and education.
"It is pointed out that there is an increasing separation developing between clinician and investigator: the current image of the physician is impaired by his limited understanding of his role vis-a-'vis society and his patient. This needs correction by proper education. Increasing specialization and medical education that relies more and more upon automated equipment and physical devices will produce well informed specialists with a narrow clinical competence. But this will not replace the continuing need of the patient for consideration of his personal and familial problems. Currently, the public's image of the physician tends to be that he is a technician rather than a healer. In this context the goals of the medical school will be to impart a thorough knowledge of clinical and biological material needed by physicians of the future, plus dedication to the personaI problems of the patient, his family and the changing society about him. This it is hoped will be accomplished by requiring education in the behavioural sciences" (16) .
A great emphasis has been placed on the addition of the humanities in the basic teaching of the medical student. There does sometimes seem to be a confusion in the minds of some in the relation of the humanities and humaneness. Teach the classics and the humanities and ipso facto the end result will be a humane and compassionate physician. Appropos of this it might be appropriate, particularly in Canada, to quote Osler from his classic address, "The Old Humanities and the New Science" (25) . He wrote, "With the humanities Germany never broke, and the proportion of students in her schools and universities who studied Greek and Latin has been higher than in any other country." You know better than I the innumerable classical studies of her scholars. In classical learning relating to science and medicine she simply had the field; for one scholar in other countries she had a dozen, and the monopoly of journals relating to the history of these subjects, and she had science and led the world in the application of the products of the laboratory to the uses of every day life in commerce, in the arts, and in war. Withal, like Jeshurun, she waxed fat; and did ever such pride go before such destruction? What a tragedy that the successors of Virchow and Traube and Helmholtz and Billroth should have made her a byword among the nations! "Lilies that fester smell far worse than weeds!" Dana Farnsworth of Harvard recently noted in this regard: "Unfortunately most of the kinds of behaviour which irritate or alienate patients represent a loss of good manners and sensitivity to the patients' point of view. All too often students entering medical school are more aware of how people react to subtle emotional stimuli than they are when they enter practice some five to nine years later. Exposure to the severe stresses of life and death responsibilities, the unreasonable demands of a few thoughtless patients, fatigue and overemphasis on the laboratory aspects of medicine may combine to encourage loss or denial of feeling and sensitivity to other people's emotional states" (9) .
"The real shortcomings seem not to be in basic science or in knowledge of psychiatry, but more in the structured exposure to patients.. This in part has been borne out by follow-up studies of both an immediate and long-term nature in this same population of physicians. It is of note that in one recent study the students felt that psychiatry and surgery were the poorest taught medical disciplines. Although most medical students by diligent effort can master a complete textbook of medicine and sound as erudite as a professor of medicine there are few who can remove an appendix or interview a patient with the skill of either a trained surgeon or a psychiatrist" (33) .
"One thing seems plainly necessary to offset at least partly the continuing depersonalization in human affairs: a mutually cordial physician-patient relationship must be maintained, for human concern has no replacement" (7) . Increasingly it is our duty as teachers to cultivate the innate humanistic response that is so unevenly distributed, we must train our students largely by example to express responses warmly, without sentimentality or excessive personal involvement. There has been a long-standing and mysteriously stubborn resistance to the realization that a physician's intellectual processes and his emotional reactions of sympathy and compassion are not antagonistic. These two forces should be equally rejected and never mutually inhibitory. The art of medicine is based on the balanced combination of both vital forces as applied to a single individual" (1).
Information by itself does not make for operational knowledge. There seems to be an approach to the data of psychiatry in terms of information that is essentially neutral, which implies that if we work out some techniques for input and subsequent retrieval we will then have the answers to our problems. This is not so since teaching and education cannot occur in a vacuum. A certain climate is necessary for the learning process. It is futile to present even the most valid conceptual frame of reference in terms of 'this is what you ought to do' unless the teacher provides the example of doing it just that way.
In a teaching program the level of discussion must be such that one neither talks down to the student nor too far above him. A knowledge of formal psychiatry in itself, centering as it does on the overt psychotic and neurotic syndromes, is not sufficient to acquaint the student with the rather intricate psychobiocultural relationships involved. Theoretically the average student knows that there is such a relationship but actually he has relatively little conviction of its reality. A successful program for the teaching of psychological medicine should begin with the pre-clinical years.
Weare therefore dealing with an interesting and complex series of situations in regard to the role of psychiatry in the education of the medical student. Ap-parently those aspects of knowledge which should lead the physician to an understanding of the patient as a total person with a psychobiological orientation, involve an educational process that is emotionally charged at practically every level. This involves the studentphysician in a series of internal reactions and confrontations, to which he reacts at different times and at different levels with anxiety frustration, and denial in varying degrees. Whereas a great deal of attention has recently been paid to some of the phenomenology of this process, and recommendations have been made from the educator's point of view for various kinds of 'learning aids', what seems to be missed is the actual highly affectively toned context within which the educational process needs to take place.
"Here then is the dilemma of the psychiatrist as the faculty member who represents this highly charged context; rejection in its widest sense is very frequently displaced onto the psychiatristteacher. Perhaps it is in part the dilemma posed by Socrates who continually urged his contemporaries to 'know thyself. ' We all know what happened to Socrates" (18) .
Perhaps I have raised more questions than I have provided answers, but this seems to be the current state of the art.
